INTRODUCTION
People living with HIV (PLHIV) and latent tuberculosis infection (LTBI) are at much higher risk for progressing to active TB disease than people with latent TB infection alone. TB remains a major illness for people living with HIV/AIDS (PLHIV) (1) . According to the World Health Organization (WHO), of the 9 million new TB cases in 2009, more than 1.2 million (13%) were PLHIV (2) . While PLHIV accounts for only 0.5% of the world population, 13% of TB cases across the globe are among those with PLHIV. Even though there is an improvement in the actual number of TB cases, the 2014 WHO global report states that out of the 9 million who fell ill with TB in 2013, 1.1 million (12.2%) were PLHIV. The same report showed that 1.5 million people died from TB, out of which 360,000 (24%) were PLHIV. Ethiopia is among the sub Saharan African countries characterized by a high burden of TB as well as HIV (3) .
The WHO recommends that all TB patients with HIV should be started on antiretroviral therapy (ART) irrespective of their CD4 count (1) because ART reduces mortality by 64-95%. (4) According to the national annual performance report of Ethiopia, 70% of TB patients with HIV were put on ART (5), but the mortality in TB/HIV co-infected patients remains high even after starting ART. Several factors have been identified that contribute to the high mortality rate, including low baseline CD4 count, having advanced disease at start of treatment and not receiving treatment (6) . Most previous studies addressing TB related HIV deaths have focused only on assessing the relative contribution of TB to HIV related mortality. (7, 8) Also, most studies assessing TB burden among those with PLHIV used secondary data generated during routine service delivery, making disease burden quantification less reliable. (7) (8) (9) (10) .
In the current study, the aim was to examine TB disease burden, the association of TB and HIV related mortality, and identify the determinants of mortality among those with TB/HIV co-infection in seven university teaching hospitals in Ethiopia. These hospitals are part of the clinical cohort network called the advanced clinical monitoring of ART in Ethiopia (ACM) and the data used for the current study were extracted from the ACM database.
METHODS

Study population:
The study population was HIV patients on ART who were diagnosed with TB disease in the seven teaching and-referral hospitals which were included in the ACM project. All patients who started ART since 2005 including those treated for TB during ART initiation or afterwards were included. Study design: The study employed a longitudinal study design. Study subjects were enrolled using a random selection of the advanced clinical monitoring of ART clinical cohort (at the initiation of the study). All patients who started ART on or after January 1, 2005 were eligible. Both ART-experienced and ART-naïve patients were enrolled via random selection, after informed consent was obtained. Data were collected using routine program monitoring tools as well as study specific tools. Retrospective data collection through chart review was done for all ARTexperienced patients. All data collection was done after securing ethical clearance from regulatory bodies and all patients who were elgible were approached for informed consent and those who consented were included into the cohort. Patients who were dead at the time of sampling were also included if randomly selected. Variables and Statistical Analysis: TB diagnosis was determined using the Ethiopian national guideline where at least 2 sputum smears are required for all pulmonary TB suspects and relevant tests are done for extra-pulmonary TB cases (11) . TB disease burden was estimated using prevalence estimate as well as incidence rate using person-time as a denominator. Incidence rate was measured at different time periods after ART initiation.
Data was analyzed using STATA version 12. Tables and figures describe the composition and structure of participants by key baseline clinical and demographic characteristics. Bi-variable analysis was performed to evaluate association of selected potential factors (i.e., age, gender, WHO Stage at baseline, cotrimoxazole and baseline CD4 count) with mortality. Kaplan-Meier survival curves were used to compare survival patterns of those with or after TB and before or without TB and statistical significance was tested using logrank test. Cox Hazard regression analysis was used to generate adjusted effects of the different factors at the time of death. To avoid survival bias, participants who entered the ACM cohort during or after their date of ART start were entered into the survival analysis late, with delayed entry (leftcensoring) at their date of ACM enrollment. Participants who were terminated from the ACM cohort for a reason other than death were recorded as having left the risk set (right-censored) on their date of termination. Factors that were statistically significant at p<0.05 were considered as potential predictors and were included in the multivariable model. The validity of the proportional hazards model was examined graphically using the Schoenfeld residuals. The 95% confidence interval for the log hazard ratio was used to measure the association of dependent and independent variables. In addition to identifying the independent predictors, adjusted hazard ratios were used to estimate the magnitude of association. The value and significance level of the intra-site correlation was adjusted for by stratification. Finally, determinants of survival among patients on ART who developed TB after starting ART were assessed using Cox regression analysis ( 
RESULTS
Baseline Characteristics: 3,889 HIV patients were analyzed (Fig 1) . The median age at enrollment was 32 years (IQR 26 -38). Females accounted for 63% of the sample. Most (91%) of the patients were above 15 years of age. Median follow-up time was 1082 days (IQR 382 -1951); 40% of the patients on ART were followed for more than four years. The median baseline CD4 cell count at enrollment was 184/ml (IQR: 86 to 221). A majority of the sample (63%) had Baseline WHO stage III or IV (Table 1) . Table 2 below. Incidence was highest in the first two months after ART initiation and declined progressively to 1 per 100 person years after 24 months. Most patients who developed TB were young adults with 51% being 15-34 years of age and female (54%). Two thirds had either primary or secondary education, 43% were married while 34% were widowed or divorced. Most patients fell in the "working" category of functional status (60%) with baseline CD4 count of <200 cells/μL (75%), and were WHO Stage III or IV (79%), received cotrimoxazole (90%) at some point during their follow-up, and started with a baseline ART regimen containing nevirapine (65%). Mortality: A total of 391 deaths were recorded in the study cohort resulting in a mortality rate of 2.6 per 100 person-years (95% CI: 2.3 -2.8 per 100). Fifty five (14%) deaths were among those who were TB/HIV co-infected. Cotrimoxazole was started for 87% of those who died. Of these, 95% were adults (age≥15), 80% were either WHO stage III or IV, and 53% had CD4 cell count <100. Fig. 2 also shows that those with TB have much higher probability of death. 
Predictors of survival among those with TB/HIV co-infection:
During uni-variable analysis, being older age, male, enrolled in the early study period, earlier diagnosis of TB after enrollment, and being bedridden at enrollment were all significantly associated with the occurrence of death among HIV patients on ART co-infected with TB. However, in the multivariable Cox-regression analysis, only gender and time to TB diagnosis remained statistically significant. 
DISCUSSION
Mortality in the study cohort was 2.6 per 100 PY. This was more or less similar to other studies from Ethiopia (12, 13) . Mortality in TB/HIV coinfected patients in Ethiopia remains high compared to those without co-infection (3, (14) (15) (16) . Several factors have been identified to contribute to high mortality. However, a particular group of TB/HIV co-infected people at risk for mortality have not previously been identified. In this study, we examined this specific gap in knowledge among HIV patients on ART in seven teaching university hospitals in Ethiopia. The study found TB to be prevalent (8%) in the study population while the incidence was 2.2 per 100 person years of follow-up. This finding was similar to recent studies, but lower than previous estimates that were made at the start of ART program (17, 18) . The incidence of TB was highest in the first two months after initiation of ART and declined with longer duration on ART. The incidence remained high even after 24 months as compared to those who were free of HIV. Three hundred ninety one patients died during follow-up. The TB-associated death was 15%. Tuberculosis was significantly associated with mortality among HIV patients on HAART compared to the duration when patients didn't have TB: hazard ratio of 2.0 (95% CI 1.47-2.75) after adjusting for baseline clinical and demographic characteristics. Tuberculosis associated mortality was twice as much in men as in women and higher in the early period after ART initiation.
The prevalence (8%) and incidence (2.2 per 100 person year) of TB observed in this study is comparable with findings by Assefa et al and Yirdaw et al (17, 19) but was lower than that reported in other settings in Addis Ababa, Gondar and Dire Dawa (20-22) with incidence ranging from 3.3 to 7.9 per 100 PY. The association of TB incidence with duration of ART was also reported in other studies (19, 22, 23) . Typically most of the cases appear in the first six months, decreasing thereafter. Some of these declines are associated with immune reconstitution inflammatory syndrome and in all settings, incidence declined as the immune status recovered with ART.
Association of TB with mortality was demonstrated in studies by Setegn et al, Bane et al, and Aragie et al. (21, 24, 25) . Tuberculosis associated mortality typically coincided with peak periods of TB diagnosis. In this current study, we showed that most TB related deaths were observed in the first six months of ART. In our cohort, the important determinants of death in the first six months were: having CD4 cell count below 100, having other AIDS defining conditions, not receiving cotrimoxazole, and being on treatment after 2010. These findings are in agreement with Setegn et al (24) . The fact that mortality increased in the later years of treatment where quality of care is expected to be better is paradoxical and warrants further investigation. The determinants of mortality among TB/HIV coinfected patients on ART in Ethiopia were reported in two previous studies. The first was carried out in southwestern Ethiopia with an unmatched case-control design. Results showed that being male, bed ridden and having a cough for more than two weeks at enrollment were independent predictors of mortality (26) . The second study was a randomized controlled trial by Amogne et al (28) ; results indicated having lower BMI, serum albumin <3 gms/dl and baseline CD4 count of below 50 cells/μL were determinants of mortality. The association of gender, and to some extent functional status, found in the current study is supported by findings from the first study (27) . In the Amongne study, all patients were first diagnosed as TB and later started on ART at one, four and eight week intervals. Hence, a direct comparison with our study is not possible. The overall mortality was 10% at the end of that study (48 weeks) was lower than the mortality in this study (15%). Findings of mortality from most observational studies carried out in Ethiopia are in agreement with the current study with values ranging from 15 to 18% (24, 28, 29) .
This current study provides more insight into the importance of the first few months after starting ART treatment on the quality of life of patients with TB/HIV co-infection. This is the period with high likelihood of occurrence of TBrelated morbidity and mortality. Investing maximum effort at this high risk time ensures delivery of high quality TB screening and subsequent treatment and support leading to improved survival. In addition, particular subgroups of PLHIV identified in this study could be used to target service delivery to obtain maximum benefit from intervention programs. This is one of the few prospective longitudinal studies showing occurrence of TB coinfection with HIV and associated mortality. Even though most of our findings were comparable to other observational studies based on secondary data, this study's results support findings from routine program reports that say what? These can be used for planning and direct program implementation. This study, however, has some important limitations. The diagnosis of TB was not confirmed with sputum culture and hence may be an underestimation of the true prevalence or incidence as sputum AFB has low sensitivity (14) . The viral load also was not determined which may have been used to refine models for predicting morbidity and mortality.
In conclusion, TB was found to be important contributor for HIV-associated mortality among PLHIV on ART. Targeting interventions in the first few months after ART initiation may have a greater impact on reducing TB/HIV related mortality than beginning treatment later in the disease process.
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